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nfero-lateral reversible ischemia, and a chronic
cclusion of the circumflex artery was treated by
rossing with a guidewire (GW) into the contrast-
lled distal true lumen (TL) (Figs. 1A and 1B).
After pre-dilation, optical coherence tomogra-
hy (0.019-inch image wire; Lightlab Imaging,
oston, Massachusetts) showed the GW parallel
o the imaging wire casting a shadow (white lines)
rom the Department of Cardiology, Erasmus MC Rotterdam, Rotter-
am, the Netherlands.
Figure 1. Angiography Series
Angiograpy pre-intervention (A), after pre-dilation (B), and the ﬁna
lateral reversible ischemia, and a chronic occlusion of the circumﬂe
distal true lumen and pre-dilation (B). The ﬁnal result after correct
coherence tomography.anuscript received September 15, 2008 and accepted September 29,
008.Fig. 2). Proximally (Fig. 2C) the GW was in the
L separated by a dissection flap (arrows) from
he false lumen (FL). Mid-vessel (Fig. 2B) the
W was in an enlarged FL with the TL barely
isible (dotted green line). Distally (Fig. 2A) the
L was obliterated. Correction of GW position
nd stent placement resulted in Thrombolysis In
yocardial Infarction flow grade 3 and good
unoff (Fig. 1C).
lt (C). A woman, age 50 years, with debilitating angina, infero-
was treated by crossing with a guidewire into the contrast-ﬁlled
guidewire position and stenting is shown (C). OCT  opticall resu
x (A)
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ed green line). Distally (A) the TL was obliterated.
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Figure 2. OCT After Minimal Pre-Dilation
Optical coherence tomography (OCT) after minimal pre-dilation (0.019-inch im
casting a shadow (white lines). Proximally (C) the guidewire was in the true lu
vessel (B) the guidewire was in an enlarged FL with the TL barely visible (dottage wire; Lightlab Imaging) showed the guidewire parallel to the imaging wire
men (TL) separated by a dissection ﬂap (arrows) from the false lumen (FL). Mid-
